It is curious that these three patients should all have the complaint on the same side, and I have wondered whether there was any connexion between this fact and their motor driving.
Di8ec8sion.-Mr. NORMAN BARNETT said that few modern cars were not equipped with windscreens, and he thought the fact of the right ear being affected was merely a coincidence.
Mr. T. B. LAYTON said that he did not regard the affection being on the right side in all these cases as a coincidence. However much the motor car might develop, so long as it continued to be necessary for him to indicate his intended direction by holding out his right hand, a driver would always have a portion of window on the right side open to enable him to do this, and the wind would get to the right side. He suspected that there must be people with deafness of non-suppurative type as a result of cold constantly impinging on that side of the head, possibly due to a swelling of the mucous membrane.
Mr. J. S. FRASER (President) said that a draught was more liable to cause an internal ear affection than to cause a lesion of the middle ear. A " cold," i.e., an acute catarrhal rhinitis, sometimes produced middle-ear inflammation. But a cold wind blowing on the ear was more likely to cause facial paralysis or nerve deafness. He had had a few patients suffering from nerve deafness, even in one case of herpes zoster oticus apparently due to a cold wind impinging on one side of the face. With regard to chronic middle-ear suppuration that trouble usually began very early in life, and went on possibly unnoticed by the patient. It was uncommon for a chronic middle-ear suppuration to begin when the patient reached the age at which he could be a motor driver.
Case of Attic Cholesteatoma with Vertigo : Ossiculectomy: Relief.
By Sir JAMES DUNDAS-GRANT, K.B.E., M.D.
A YOUNG MAN who had suffered from suppuration in the ear since childhood, was first seen by me on September 15, 1926, complaining of headache and, especially, of giddiness; he had been in bed for six weeks with vomiting and vertigo. There was a large opening in the attic filled with white cholesteatomatous masses. After clearing out and the use of salicylic acid and alcohol, the giddiness disappeared. The discharge continued and re-accumulations took place, requiring occasional clearance. In May, 1927, I removed the ossicles and from then he was free from disturbance and the discharge became very slight. In October he had a recurrence of headache, the meatus being blocked by a soft polypus; I removed this and he became quite comfortable. The clearance of the polypus seemed so complete that I could not find its site of origin. The hearing is better than it was before removal of the ossicles.
Discuss'ion.-Mr. A. R. TWEEDIE said that the large cholesteatomatous mass, described as occupying the attic, seemed to indicate the absence of the incus. Was this the case, and if so, what ossicles were removed? He noted that the meatus was still filled with granulations, and suggested that further operation would now be required.
Dr. J. KERR LovE said that ossiculectomy was not suitable in this case. At this stage the word " cure " was not applicable. In a case of his own the patient had refused to undergo the mastoid operation. From time to time there had been retention of pus in the attic. He (the speaker) removed the incus, which was dead, and in doing so he had disturbed the stapes, so that the patient had considerable giddiness. Later the malleus was. removed, and there was no evidence that the mastoid antrum was involved. The previous week the patient had left for Morocco, and his ear was quite dry. It was difficult to distinguish a case in which only the attic was involved from one in which there was more extensive mischief. If other local measures did not succeed, a radical operation ought to be performed.
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Sir JAMES DUNDAs-GRANT replied that a portion of the incus might be present, and possibly the head of the malleus, but he removed the remainder of the chain of bones. After the removal the patient completely recovered from the vertigo and headache. This was exactly tbe kind of case in which ossiculectomy was called for, as there was a mechanical barrier to the escape of the cholesteatomatous formations. The main object irk making a large opening was to admit air and allow the products to escape. It was best to remove the ossicles in the first instance, and if that operation produced the desired effect well and good. If not, one should proceed to the radical mastoid operation. Discue8ion.-Sir WILLIAM MLLIGAN said the result achieved was remarkable, though he was not sure that there was not a slight recurrence. It was extraordinary how rapidly radium could be effective. He asked how Mr. Jobson applied the radium ? If by a needle, what was the dose? Spicules could be introduced into such a growth and left imbedded. The result of the treatment in this case was remarkably different from his own experiences in cases of carcinoma of the external ear.
Squamous-celled
Mr. H. J. BANKS-DAVIS asked whether, in this case, there was any discharge from the middle ear, as the outlook was very serious if that was involved. He had shown three cases of the kind before the Section, and in all there had been recurrences.
Dr. T. RITCHIE RODGER said he had had two cases of squamous-celled carcinoma of the external ear. Dr. Jobson would be well advised to remove the posterior wall of the meatus through a mastoid incision, with the adjacent part of the mastoid process as well. He (the speaker) had done that in a case eight years ago, and the patient was still alive. After the mastoid exposure he had used radium in the packing. He had at first feared atresia of the canal, but three months later the canal was patent, and he had recently heard that the patient was well and hearing normal.
In his second case the condition was further advanced, and the results were not so good; the post-meatal cells of the mastoid were invaded, and facial paralysis, with extension into the middle ear, took place, and was followed by the death of the patient. In the present case there should be a good result from the suggested mastoid exposure, making as wide a sweep as possible. If cases of the kind could be seen early by the otologist the prognosis need not be a gloomy one.
Mr. J. D. McLAGGAN said he had seen this case before radium was applied, and at that stage there was a small soft gland below the tip of the mastoid, which might have been inflammatory. He could not now palpate that gland, but there seemed to be a slight resistance beneath the sterno-mastoid, and it might be well to supplement the radium application by an extensive dissection of the neighbouring glands.
Mr. FORSTER said that in a case of the kind, in a middle-aged woman, he had proceeded partly as in Mr. Ritchie Rodger's case, but his had been a more advanced case, and so he had decided to perform a radical mastoid operation, largely to allow freedom for the growth if it recurred, and to give the patient longer postponement of the pain. He had followed the growth to the tympanic membrane which it had not invaded. Nevertheless, the radical operation was done. There was a recurrence; radium was inserted, without successsevere pain had set in and the patient died. He had since seen one or two advanced cases in older patients, and he had not attempted operation. Sir William Milligan had suggested diathermy in such cases.
